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Background: This research investigates wellbeing at the population level across demographic, social and health
indicators and assesses the association between wellbeing and social capital.
Method: Data from a South Australian monthly chronic disease/risk factor surveillance system of randomly selected
adults (mean age 48.7 years; range 16–99) from 2014/5 (n = 5551) were used. Univariable analyses compared
wellbeing/social capital indicators, socio-demographic, risk factors and chronic conditions. Multi-nominal logistic
regression modelling, adjusting for multiple covariates was used to simultaneously estimate odds ratios for good
wellbeing (reference category) versus neither good nor poor, and good wellbeing versus poor wellbeing.
Results: 48.6% were male, mean age 48.7 (sd 18.3), 54.3% scored well on all four of the wellbeing indicators,
and positive social capital indicators ranged from 93.1% for safety to 50.8% for control over decisions. The higher level
of social capital corresponded with the good wellbeing category. Modeling showed higher odds ratios for all social
capital variables for the lowest level of wellbeing. These higher odds ratios remained after adjusting for confounders.
Conclusions: The relationship between wellbeing, resilience and social capital highlights areas for increased
policy focus.
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Wellbeing and social capital are two dissociable but con-
nected measureable attributes of individuals and commu-
nities. Understanding the role of social capital in building
and strengthening wellbeing at the population level is an
important consideration when aiming for best possible
experience and functioning of the population [1].
The benefits of positive wellbeing have been shown to
be associated with improved mental and physical health
and overall enhanced quality of life [2–4]. An important
notion within the positive wellbeing concept is resili-
ence, broadly defined as the ability to bounce-back from
negative events [4, 5]. Resilience is also defined as the
ability to capitalize on opportunity [6]. Large-scale/
small-time, minor/major adverse events or catastrophes
occur in our daily lives and individuals and populations
also have to deal with stress in times of economic down-
turns or social turmoil [7]. Developing personal skills to* Correspondence: Anne.taylor@adelaide.edu.au
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ing levels of resilience can assist individuals and
communities to succeed in an environment that can
be typified by change, insecurity and volatility [8].
Dynamic economic circumstances also require a flexible
approach to employment and the ability to retrain or seize
opportunity.
Social capital, broadly defined as connectedness within
and between populations, and the quality and quantity
of social relations within that population [9], is a multi-
disciplinary and multi-faceted, well researched area that
encompasses social networks, trust, reciprocity and sup-
port [4, 9]. ‘Bonding’ social capital is often used to
describe the social relationship between individuals
while ‘bridging’ social capital is seen as that between
groups [4]. Although the definition of social capital is
contested [7], it is acknowledged that social capital operat-
ing at both the micro and macro levels of society is related
to health outcomes [1, 9–11]. The debate regarding defin-
ition and measurement of social capital is not the focus of
this paper; rather we aim to assess the association betweenle is distributed under the terms of the Creative Commons Attribution 4.0
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additional explanatory factors [12].
While many governments have incorporated goals and
targets into their portfolios often these are dominated by
economic and demographic metrics. South Australia has
embraced a state-wide approach to building, embedding
and researching wellbeing and resilience. This strategy
aims to increase the state’s population level of positive
wellbeing with an overall aim of assisting the society to
thrive by measuring and building its level of resilience.
As such, initiatives within schools, workplaces and com-
munities have been introduced. Questions to assess the
level of the wellbeing of the population have been incor-
porated into the South Australian government’s monthly
risk factor and chronic disease surveillance system [13]
so that the subjective wellbeing at population and sub-
population level, can be monitored over time. As argued
by others, measuring and assessing wellbeing is crucial
for assessing the effectiveness of health promotion and
population health wellness-orientated endeavours and
initiatives [14, 15].
Research has shown that social capital is an important
aspect of resilience following major disasters or large scale
crisis [7]. Exploring the relationship between social
capital, wellbeing and resilience in a community with-
out a natural disaster or large scale acute event, pro-
vides policy makers and decision makers evidence,
and an additional tool, to effect change to assist in
the development of policy interventions to increase
general wellbeing in the community [16].
Our aim therefore is to detail the levels of wellbeing at
the population level in South Australia by a range of
demographic, social, economic and health indicators and
to assess the association between wellbeing and mea-
sures of social capital using models with the data
adjusted for known confounders.
Methods
The data for these analyses were obtained from the South
Australian Monitoring and Surveillance System (SAMSS),
a monthly chronic disease and risk factor surveillance sys-
tem of randomly selected persons, established in July 2002
[17]. All households in SA with a telephone number listed
in the Electronic White Pages (EWP) are eligible for
selection in the sample. A letter introducing SAMSS
is sent to the household of each selected telephone
number. Within each household the person who had
a birthday last is selected for interview. There is no
replacement for non-contactable persons. Data are col-
lected by a contracted agency using Computer Assisted
Telephone Interviewing (CATI) and interviews are con-
ducted in English. Informed consent was obtained before
the start of the interview. Detailed SAMSS methodology
has been published elsewhere [13, 17].Although SAMSS data have been collected since
July 2002, questions on wellbeing were included from
January 2014. Analysis was limited to participants
aged 18 years and over (n = 5551). The monthly
response rate (RR1) of SAMSS for this period ranged
from 54.0 to 61.5 (mean = 56.9) [18].
Demographic covariate variables included in the ana-
lyses were sex, age, area of residence (metropolitan, rural,
remote), country of birth, marital status, highest edu-
cational attainment and household money situation.
Co-morbidity conditions included self-reported, medically
confirmed diabetes, current asthma, cardio-vascular dis-
ease (heart attack, angina, heart disease and/or stroke),
arthritis and osteoporosis. Self-reported health risk factor
data included physical activity (derived on the amount of
walking and moderate and vigorous activity in a 1 week
period) [19], body mass index (BMI) which was derived
from self-reported weight and height and recoded into
four categories (underweight, normal weight, overweight
and obese) [20], current smoking status, alcohol risk
(derived from the number of alcoholic drinks per day and
the number of times per week alcohol was consumed)
[21], and inadequate daily consumption of vegetables
and fruit (sufficient vegetables = 2+ per day; sufficient
fruit = 1+ per day) [22].
The four wellbeing questions were sourced from the
UK Office for National Statistics [23] and were 1) Life
satisfaction (Overall, how satisfied are you with your life
nowadays?); 2) Worthwhile (Overall, to what extent do
you feel the things you do in your life are worthwhile?);
3) Happy yesterday (Overall, how happy did you feel
yesterday?); and 4) Anxious yesterday (Overall, how anx-
ious did you feel yesterday?). Each was scored on a scale
of 0 to 10 where 0 meant “not at all” and 10 meant
“completely”. To score well on all four measures (indi-
cating good wellbeing) respondents had to, for Life satis-
faction, Worthwhile, and Happy yesterday, score 8 to 10
and for Anxious yesterday score 0 to 2 [23, 24].
Four questions were asked as surrogate measures of
social capital. They were ‘overall, do you feel that your
neighbourhood is a safe place’ (yes, no); ‘do you think
that in this neighbourhood people generally trust one
another’ (yes, no); ‘do you feel safe in your home’ (all of
the time, most of the time, some of the time, none of
the time) and ‘I have control over the decisions that
affect my life’ (strongly agree, agree, neutral/don’t know,
disagree, strongly disagree).
SAMSS data were weighted each month by age, sex,
area and probability of selection in the household to
estimated resident population data of the most recent
Australian Bureau of Statistics Census or estimated resi-
dential population data, so that the results were repre-
sentative of the South Australian population. Probability
of selection in the household was calculated on the
Table 1 Prevalence of four individual wellbeing indicators and
social capital indicators, aged 18 years and over by year, 2014–15
n % (95% CI)
INDIVIDUAL WELLBEING INDICATORS
Life satisfaction
Very low (0–4) 173 3.1 (2.7–3.6)
Low (5–6) 515 9.3 (8.5–10.1)
Medium (7–8) 2633 47.4 (46.1–48.8)
High (9–10) 2186 39.4 (38.1–40.7)
Don’t know, refused 43 0.8 (0.6–1.0)
Worthwhile
Very low (0–4) 108 1.9 (1.6–2.3)
Low (5–6) 430 7.7 (7.1–8.5)
Medium (7–8) 2374 42.8 (41.5–44.1)
High (9–10) 2563 46.2 (44.9–47.5)
Don’t know, refused 75 1.3 (1.1–1.7)
Happy yesterday
Very low (0–4) 256 4.6 (4.1–5.2)
Low (5–6) 469 8.5 (7.8–9.2)
Medium (7–8) 2021 36.4 (35.2–37.7)
High (9–10) 2772 49.9 (48.6–51.2)
Don’t know, refused 32 0.6 (0.4–0.8)
Anxious yesterday
Very high (6–10) 484 8.7 (8.0–9.5)
High (4–5) 422 7.6 (6.9–8.3)
Medium (2–3) 694 12.5 (11.7–13.4)
Low (0–1) 3917 70.6 (69.3–71.7)
Don’t know, refused 34 0.6 (0.4–0.9)
Total 5551 100.0
Overall Wellbeing (composite score)
Scoring well on all four measures 2968 54.3 (53.0–55.6)
Scoring neither well nor badly 1764 32.3 (31.0–33.5)
Scoring badly on at least one measure 733 13.4 (12.5–14.3)
Total 5464 100.0
SOCIAL CAPITAL INDICATORS
Overall, do you feel that your neighbourhood is a safe place?
Yes 5167 93.1 (92.0–94.1)
No, don’t know 383 6.9 (5.9–8.0)
Do you think that in this neighbourhood people generally trust one
another?
Yes 4379 78.9 (77.2–80.5)
No, don’t know 1172 21.1 (19.5–22.8)
Do you feel safe in your home?
All of the time 4252 76.6 (74.9–78.2)
Most, some or none of the time 1299 23.4 (21.8–25.1)
Table 1 Prevalence of four individual wellbeing indicators and
social capital indicators, aged 18 years and over by year, 2014–15
(Continued)
Do you agree or disagree with the following statement. I have control
over decisions that affect my life
Strongly agree, agree 5239 94.4 (93.4–95.2)
Neutral, don’t know 105 1.9 (1.5–2.5)
Disagree, strongly disagree 206 3.7 (3.0–4.6)
Total 5551 100.0
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number of listings in the EWP. The weights reflect
unequal sample inclusion probabilities and compensate
for differential non-response.
Analyses were conducted using SPSS Version 20 and
Stata Version 13. Initial analyses included frequencies for
the four individual and overall wellbeing (good, neither
good nor poor, and poor) and social capital indicators.
Univariable analyses using chi-square tests compared the
overall wellbeing and the four social capital indicators,
socio-demographic, risk factors and chronic conditions.
Factors associated with neither good nor poor and low
levels of wellbeing including risk factors, socio-economic
and socio-demographic variables and concepts of so-
cial capital were assessed using multi-nominal logistic
regression modelling using all three levels of wellbeing
with good wellbeing as the reference category adjusting
for multiple covariates. Multi-nominal logistic regression
was used to simultaneously estimate odds ratios for two
different comparisons: good wellbeing (reference category)
versus neither good nor poor, and good wellbeing versus
poor wellbeing. Model 1 adjusted for age and sex, and
model 2 adjusted for age, sex, country of birth, area of
residence, educational attainment, marital status, money
situation and the number of adults in the household. The
unadjusted model is also presented.
Results
Of the total sample 48.6% were male. Mean age was
48.7 (standard deviation 18.3) years (median 48 years).
Table 1 highlights the distribution of the four individ-
ual wellbeing questions, a summary of the proportion
scoring well or badly or neither on all measures, and
a distribution of the six social capital related variables. In
total, 54.3% of the South Australian adult population
scored well on all four of the wellbeing indicators, while
the range of positive responses to the social capital indica-
tors ranged from 93.1% for safety to 50.8% for control over
decisions.
The univariable distribution of the social capital indi-
cators across the levels of wellbeing is highlighted in
Table 2. In all instances the higher level of social capital
corresponded with the good wellbeing category.
Table 2 Univariable analyses of overall wellbeing by social capital indicators
Total Good wellbeing Scoring neither well or badly Poor wellbeing P value
N n % (95% CI) n % (95% CI) n % (95% CI)
Feel that your neighbourhood is a
safe place
Yes 5087 2849 56.0 (54.0–58.0) 1597 31.4 (29.5–33.3) 642 12.6 (11.2–14.2) <0.001
No, don’t know, not sure 377 119 31.5 (25.0–38.8) 167 44.3 (36.5–52.4) 91 24.2 (18.2–31.4)
Neighbourhood people generally
trust one another
Yes 4333 2499 57.7 (55.5–59.8) 1332 30.7 (28.8–32.8) 502 11.6 (10.2–13.2) <0.001
No, don’t know, not sure 1131 469 41.5 (37.2–45.8) 431 38.1 (33.9–42.6) 231 20.4 (16.5–25.0)
Feel safe in your home
All of the time 4185 2465 58.9 (56.6–61.1) 1234 29.5 (27.5–31.5) 487 11.6 (10.1–13.4) <0.001
Most, some or none of the time 1278 503 39.3 (35.5–43.4) 530 41.5 (37.4–45.6) 246 19.2 (16.1–22.8)
Control over decisions affect life
Agree 5172 2902 56.1 (54.1–58.1) 1650 31.9 (30.0–33.8) 620 12.0 (10.6–13.5) <0.001
Neutral 98 30 31.2 (19.8–45.4) 40 40.7 (28.2–54.6) 27 28.1 (17.6–41.7)
Disagree 194 35 17.8 (11.5–26.6) 74 38.1 (28.8–48.4) 86 44.1 (33.7–55.0)
OVERALL 5464 2968 54.3 (52.3–56.3) 1764 32.3 (30.5–34.2) 733 13.4 (12.0–15.0)
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covariates and the three levels of wellbeing with all socio-
demographic associations having a p value of <0.05 except
country of birth and education level. Females, older
persons and those who could save had higher estimates of
good wellbeing. Higher levels of poor wellbeing were seen
for younger respondents, those living in the metropolitan
area, the never married and those unable to save.
Table 4 highlights the relationship between chronic con-
ditions, risk factors and wellbeing. All risk factors had a
relationship except BMI. In terms of chronic conditions
the only relationship was between current asthma and
wellbeing.
Table 5 highlights the results of the multi-nominal
modelling with higher odds ratios shown for all four
social capital variables for the lowest level of wellbeing.
These higher odds ratios remained even after adjusting
for eight known confounders. The most marked increase
in odds ratios were for the social capital variable asses-
sing control over decisions that affect life. Those who do
not have control were over 10 times more likely to have
poor wellbeing.
Discussion
This analysis has detailed the distribution of wellbeing in
the South Australian adult population with high levels
reported for females, older persons, those living in rural
areas, married and those able to save. Social capital was
associated with the three levels of wellbeing with, in all
cases, worse measures of social capital indicating lower
levels of wellbeing. When multi-nominal level logistic
regression modelling were undertaken on the four socialcapital variables, in each instance the unadjusted,
adjusted by age and sex, and the fully adjusted models,
resulted in much higher odds ratios indicating that the
relationship between low levels of social capital are
associated with low levels of wellbeing in the South
Australian community.
The current government of South Australia aims to
become the first government in the world to systematic-
ally measure and build wellbeing across different cohorts
and lifespans of the society to reduce the number of
people experiencing catastrophic mental illness and to
improve the resilience of the population. The analysis
presented here goes some way in providing avenues for
improved targeting at the broad population level.
If the aim of positive psychology is to ‘foster the
factors that allow individuals, communities and societies
to flourish’ [25], based on the results of this research,
the incorporation of social capital as an important factor
in the endeavour to increase wellbeing, is warranted.
While previous interventions based on social capital
have shown positive effects on wellbeing in selected
groups [2, 26, 27], positive psychology research has not
yet fully incorporated social capital as an important
influence in understanding how individuals and commu-
nities cope in times of stress with social capital an
‘underutilized resource’ in determining and increasing
resilience [7, 16]. It has been shown that social capital is
at its strongest when disasters occur or when ‘conflict,
problems or change’ are presented to communities [12].
Although much research focuses on physical/environmen-
tal disasters our results show that the close relationship
between social capital and wellbeing in non-environmental
Table 3 Univariable analyses of overall wellbeing and covariates (socio-demographic)
Total Good wellbeing Scoring neither
well or badly
Poor wellbeing P value
n n % (95% CI) n % (95% CI) n % (95% CI)
COVARIATES
Sex
Male 2653 1357 51.2 (48.1–54.2) 923 34.8 (31.9–37.8) 373 14.1 (11.7–16.7) 0.014
Female 2811 1610 57.3 (54.8–59.7) 841 29.9 (27.7–32.2) 360 12.8 (11.2–14.6)
Age group
18–24 551 230 41.8 (35.8–48.1) 226 40.9 (34.9–47.3) 95 17.2 (13.2–22.3) <0.001
25–34 910 421 46.3 (38.8–53.9) 296 32.5 (26.1–39.6) 193 21.2 (15.4–28.5)
35–44 972 521 53.6 (48.4–58.7) 332 34.1 (29.4–39.2) 119 12.3 (9.3–16.1)
45–54 1005 500 49.7 (45.4–54.0) 365 36.4 (32.2–40.8) 140 13.9 (11.3–17.0)
55–64 897 542 60.4 (57.6–63.3) 257 28.6 (26.1–31.4) 98 10.9 (9.3–12.8)
65–74 595 410 68.9 (66.3–71.3) 135 22.7 (20.5–25.1) 50 8.4 (7.0–9.9)
75+ 535 344 64.3 (61.4–67.1) 153 28.6 (26.0–31.5) 38 7.1 (5.7–8.7)
Area of residence
Metropolitan area 3985 2103 52.8 (50.3–55.2) 1304 32.7 (30.5–35.0) 577 14.5 (12.7–16.5) 0.008
Rural Centres 1409 825 58.6 (55.3–61.7) 435 30.8 (27.8–34.1) 149 10.6 (8.9–12.6)
Remote Areas 70 39 55.7 (42.7–68.0) 25 35.7 (24.4–48.8) 6 8.6 (3.7–18.5)
Marital status
Married/De facto 3593 2144 59.7 (57.2–62.1) 1058 29.4 (27.3–31.7) 391 10.9 (9.3–12.8) <0.001
Separated/Divorced 368 170 46.1 (41.1–51.2) 142 38.7 (33.7–43.9) 56 15.2 (12.0–19.1)
Widowed 268 157 58.6 (54.9–62.3) 84 31.4 (28.0–35.0) 27 10 (8.1–12.3)
Never married 1227 493 40.2 (35.4–45.1) 478 39 (34.4–43.8) 256 20.9 (17.2–25.1)
Country of birth
Australia 4279 2344 54.8 (52.6–57.0) 1363 31.9 (29.8–33.9) 572 13.4 (11.9–15.1) 0.481
UK and Ireland 554 307 55.5 (50.3–60.6) 175 31.7 (27.0–36.8) 71 12.8 (9.6–16.8)
Other 630 316 50.2 (43.3–57.0) 225 35.8 (29.4–42.7) 88 14 (8.9–21.4)
Educational attainment
Up to secondary 2386 1250 52.4 (49.7–55.1) 790 33.1 (30.5–35.8) 346 14.5 (12.6–16.7) 0.156
Trade, Apprenticeship, Certificate, Diploma 1662 935 56.3 (52.6–59.9) 493 29.7 (26.5–33.0) 233 14 (11.6–17.0)
Degree or higher 1411 778 55.2 (50.8–59.5) 480 34 (30.1–38.3) 152 10.8 (7.8–14.7)
Number of adults
1 698 338 48.3 (45.3–51.4) 247 35.4 (32.4–38.4) 114 16.3 (13.8–19.2) <0.001
2 2970 1746 58.8 (56.3–61.3) 892 30.0 (27.7–32.5) 332 11.2 (9.7–12.9)
3 or more 1796 884 49.2 (45.1–53.4) 625 34.8 (31.1–38.8) 287 16.0 (12.8–19.7)
Household money situation
Spending more than getting to
some money left but spend it
1268 484 38.2 (34.5–42.0) 527 41.6 (37.7–45.6) 257 20.3 (17.4–23.5) <0.001
Save a bit to save a lot 3903 2337 59.9 (57.5–62.2) 1126 28.8 (26.8–31.0) 440 11.3 (9.6–13.2)
Not stated 293 147 50.1 (42.2–57.9) 111 37.8 (30.2–46.1) 36 12.1 (7.6–18.9)
OVERALL 5464 2968 54.3 (52.3–56.3) 1764 32.3 (30.5–34.2) 733 13.4 (12.0–15.0)
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capital could assist in increasing wellbeing. Considerable
resources are often invested in physical infrastructure by
governments, for example with stronger building codes inpreparation of a natural disaster [7]. Social capital gener-
ated in non-physical emergency times with investment in
non-physical aspects of our societies, can have beneficial
long-term effects.
Table 4 Univariable analyses of overall wellbeing and covariates (health-related variables)
Total Good wellbeing Scoring neither well or badly Poor wellbeing P value
n n % (95% CI) n % (95% CI) n % (95% CI)
COVARIATES
CHRONIC CONDITIONS
Current asthma 762 347 45.5 (40.3–50.9) 255 33.5 (28.6–38.9) 160 20.9 (16.3–26.5) <0.001
Arthritis 1147 610 53.2 (50.1–56.2) 376 32.8 (29.9–35.8) 161 14.0 (11.8–16.6) 0.763
Osteoporosis 238 133 55.8 (50.3–61.2) 66 27.8 (23.6–32.5) 39 16.3 (12.2–21.5) 0.163
Diabetes 443 225 50.7 (45.3–56.1) 143 32.3 (27.5–37.5) 75 17.0 (12.7–22.4) 0.180
CVD 393 207 52.6 (47.6–57.5) 124 31.5 (27.5–35.8) 63 15.9 (11.3–21.9) 0.443
RISK FACTORS
Sufficient physical activity
No activity 1036 530 51.2 (47.3–55.0) 361 34.9 (31.2–38.7) 144 13.9 (11.2–17.1) 0.005
Activity but not sufficient 1619 810 50.0 (46.7–53.3) 561 34.7 (31.5–38.0) 248 15.3 (12.9–18.1)
Sufficient activity 2700 1567 58.0 (54.9–61.1) 813 30.1 (27.4–33.0) 320 11.8 (9.8–14.3)
BMI
Underweight 90 38 41.9 (30.3–54.4) 36 39.7 (27.6–53.2) 17 18.4 (10.5–30.2) 0.285
Normal 2019 1085 53.8 (50.3–57.2) 645 32 (28.8–35.3) 288 14.3 (11.6–17.4)
Overweight 1744 1000 57.3 (54.0–60.6) 535 30.7 (27.7–33.8) 209 12.0 (9.8–14.6)
Obese 1300 687 52.9 (48.9–56.8) 442 34.0 (30.3–37.9) 171 13.2 (10.8–16.0)
Current smoker 752 313 41.6 (35.9–47.5) 263 34.9 (29.5–40.9) 176 23.5 (17.9–30.0) <0.001
Alcohol related risk of harm
Lifetime risk of alcohol-related harm 1901 926 48.7 (44.9–52.6) 685 36.0 (32.4–39.8) 290 15.3 (12.4–18.7) <0.001
Risk of alcohol-related injury 736 334 45.4 (39.5–51.4) 291 39.5 (33.6–45.8) 111 15.1 (11.4–19.8) 0.008
Sufficient consumption of fruit and vegetable
Neither sufficient 2870 1448 50.4 (47.6–53.3) 996 34.7 (32.0–37.4) 427 14.9 (12.8–17.3) <0.001
Either suff fruit or veg 2222 1299 58.4 (55.5–61.4) 649 29.2 (26.6–32.0) 274 12.3 (10.4–14.7)
Both suff fruit and veg 369 219 59.3 (52.8–65.5) 119 32.2 (26.3–38.8) 31 8.5 (5.7–12.4)
OVERALL 5464 2968 54.3 (52.3–56.3) 1764 32.3 (30.5–34.2) 733 13.4 (12.0–15.0)
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meaningful associations between the chronic diseases
examined (except for current asthma) and the levels of
wellbeing. Previous research has reported associations
between positive wellbeing and a range of health out-
comes including cardiovascular health [28]. A call for
research into the association between wellbeing and risk
factors is somewhat answered in this analysis with strong
associations reported although our analysis was limited
to only four risk factors [28]. Also called for, and not
addressed in our research, is the role of positive health
factors [28].
The strong relationship between social capital and
wellbeing is not surprising given both are related to indi-
viduals and communities, each are seen as a resource or
an asset for the other, both have similar pathways and
relationships, both have similar confounding factors
including socio-economic status, both can be invested in,
both are open to development and both are measurable.Negative critiques of wellbeing often cite the one dimen-
sional focus on the individual associated with resilience
policy approaches [29]. The broadness of what is associ-
ated under the social capital mantel complements this
limiting factor. As such, possible policy interventions such
as strengthening social infrastructure and community
resilience should also be implemented to assist in the
desired increases of wellbeing in the community.
The weaknesses associated with the study include the
cross-sectional nature of the data collection such that no
cause and effect can be implicated. The mode of data
collection, telephone, could also be a weakness with so-
cially desirable responses possible, and low response rates
resulting in bias estimates. In addition, contention still
exists in terms of the lack of conceptual clarity of social
capital [7] and the correct objective and subjective way to
measure social capital in the population [1, 4, 11, 30].
A further weakness of our study is the limitation of
the measuring of social capital to four questions. We
Table 5 Multinomial logistic regressions of overall wellbeing by social capital indicators
Unadjusted Model 1 Model 2
OR (95% CI) P value OR (95% CI) P value OR (95% CI) P value
Feeling that neighbourhood is a safe place
Good wellbeing (reference) 1.00 1.00 1.00
Scoring neither well or badly
Yes (feel safe place) 1.00 1.00 1.00
No, don’t know, not sure 2.51 (1.73–3.64) <0.001 2.46 (1.70–3.56) <0.001 2.12 (1.46–3.09) <0.001
Poor wellbeing
Yes (feel safe place) 1.00 1.00 1.00
No, don’t know, not sure 3.41 (2.23–5.22) <0.001 3.11 (2.00–4.83) <0.001 2.54 (1.69–3.83) <0.001
Neighbourhood people generally trust one another
Good wellbeing (reference) 1.00 1.00 1.00
Scoring neither well or badly
Yes (trust one another) 1.00 1.00 1.00
No, don’t know, not sure 1.73 (1.39–2.14) <0.001 1.69 (1.36–2.10) <0.001 1.52 (1.22–1.90) <0.001
Poor wellbeing
Yes (trust one another) 1.00 1.00 1.00
No, don’t know, not sure 2.45 (1.79–3.34) <0.001 2.35 (1.73–3.18) <0.001 2.00 (1.45–2.76) <0.001
Feeling safe in own home
Good wellbeing (reference) 1.00 1.00 1.00
Scoring neither well or badly
All of the time (feel safe) 1.00 1.00 1.00
Most, some or none of the time 2.11 (1.71–2.59) <0.001 2.15 (1.75–2.65) <0.001 2.10 (1.71–2.59) <0.001
Poor wellbeing
All of the time (feel safe) 1.00 1.00 1.00
Most, some or none of the time 2.47 (1.86–3.28) <0.001 2.47 (1.86–3.29) <0.001 2.37 (1.76–3.19) <0.001
Control over decisions affect life
Good wellbeing (reference) 1.00 1.00 1.00
Scoring neither well or badly
Agree (have control over decisions) 1.00 1.00 1.00
Neutral 2.30 (1.17–4.51) 0.016 2.39 (1.21–4.72) 0.012 2.12 (1.06–4.23) 0.034
Disagree 3.76 (2.16–6.54) <0.001 3.71 (2.12–6.49) <0.001 3.26 (1.86–5.72) <0.001
Poor wellbeing
Agree (have control over decisions) 1.00 1.00 1.00
Neutral 4.22 (2.02–8.81) <0.001 4.74 (2.28–9.86) <0.001 4.12 (1.99–8.51) <0.001
Disagree 11.58 (6.41–20.93) <0.001 11.78 (6.69–20.76) <0.001 9.81 (5.64–17.06) <0.001
OR – odds ratio; CI – confidence interval
Model 1: adjusted by sex and age
Model 2: adjusted by sex, age and other socio-demographic and socio-economic indicators (country of birth, area of residence, educational attainment, marital
status, money situation, number of adults)
Taylor et al. BMC Psychology  (2017) 5:23 Page 7 of 9acknowledge that our measure of social capital is a broad
brush approach and not specifically encompassing the dif-
ferent types of social capital such as bonding, bridging and
linking [4, 10]. We also acknowledge that our wellbeing
questions are somewhat limited in scope, limited by the
time on the telephone, and that well-developed wellbeing-
related questionnaires exist [31–33].Notwithstanding, the strengths of this study include the
large sample size, the representative population and the
value of adding, as called for by others, broad population
research in the positive psychology and wellbeing arenas
[14, 33]. Also a strength is the use of an extensive list of
confounders in the multivariable analyses. As highlighted
by Harphan et al. [9], the desired confounders that should
Taylor et al. BMC Psychology  (2017) 5:23 Page 8 of 9be incorporated into any social capital analysis include
socio-economic status, education, gender and number of
people per household all of which we have adjusted for in
our analysis. The use of an on-going surveillance system
as the collection mode, with consistent use of questions
and methods, will allow for population groups to be moni-
tored over time and evaluations to be assessed within the
population and priority groups.
Conclusion
This research has highlighted the relationship between
wellbeing, resilience and social capital showing how
inter-related they are, how important the associations
are and highlighting areas for possible increased policy
focus. As argued by Bernier and Meinzen-Dick [16], this
relationship has been underexplored. The positive well-
being attributes of individuals and their relationship to
others in their community are important considerations.
The work being undertaken in South Australia to improve
individual and community wellbeing will continue to be
evaluated so that the value of prevention rather that treat-
ment can be assessed.
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